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ABSTRACT
Weightism in Healthcare and Educational Efforts to Reduce Bias in Pre-Health Students
Matthew Preszler
Director: Mrs. Jamie Turgeon-Drake

Obesity is a multifaceted condition affecting physical, psychological, and social aspects
of a person’s life and requires knowledgeable providers who can work with patients to
effectively manage their condition. However, research suggests that healthcare providers
are ill-equipped to treat overweight patients. Evaluations of weight bias among healthcare
providers show levels similar to that of the general public and calls into question the
training of future providers. Ample evidence regarding provider education reveals the
system’s shortcomings for reducing weight bias. It suggests that students lack
opportunities for prejudice reduction due to inadequate coverage in curriculum as well as
modeling of discriminatory behavior by mentors. Therefore, overweight patients may feel
stigmatized when encountering healthcare professionals. A survey of pre-health
undergraduate students (n=66) at the University of South Dakota revealed that 51.5%
have not had any type of prejudice reduction education and only 26.2% had covered the
topic of weight bias. The results of this study confirm the lack of prejudice reduction
efforts, specifically regarding weight, within the curriculum for pre-health students. With
early intervention, it is hoped that students will recognize personal biases and provide
effective and empathetic care to all.
KEYWORDS: Obesity, Discrimination, Healthcare, Survey
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CHAPTER ONE
Introduction

The pervasiveness of obesity in the United States poses a complex problem to
healthcare providers. From 2000 to 2014, the obesity rate of adults in the U.S. increased
from 30.5% to 37.7% (Segal, Rayburn, & Martin, 2017). Furthermore, despite marked
slowing between 2015-16, obesity rates still demonstrate a slight upward trend (Segal et
al., 2017). Unlike other health conditions, obesity is unique because its effects reach
further than a person’s immediate health and include physical, psychological, and social
implications. While the physical limitations of obesity are easier to identify, the
psychological and social burdens generally lead to decreased quality of life due to stress
and limited socioeconomic opportunities (Puhl, Heuer, & Browneli, 2010; Watman,
2017). Current public health efforts are attempting to tackle the epidemic but have seen
limited success in decreasing obesity rates (Chan & Woo, 2010). Although public health
policy makes key contributions to the obesity effort, it is inadequate to treat currently
overweight individuals (Maclean et al., 2009); this task is better suited for healthcare
providers.
Providing medical care and advising patients on healthy lifestyle practices is the
duty of healthcare providers. Therefore, overweight patients and those with obesity
(hence overweight patients) should find their healthcare providers helpful in managing,
and possibly reducing, their weight. However, there is evidence of obstacles that prevent
this from occurring. A recent study evaluated the care of overweight patients and
discovered that both negative attitudes towards and inadequate education regarding
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overweight patients are present among healthcare providers (Phelan et al., 2015b). As a
result, Phelan et al. (2015b) concluded that care outcomes may be negatively impacted.
Their results raise the question of how prejudice expressed by healthcare providers
influences the treatment of overweight patients and what is being done to combat this
prejudice.
The cultivation of healthcare providers begins with their education. The evidence
that healthcare providers lack skills to work with overweight patients and possess biased
attitudes towards them calls educational practices into question. Therefore, it is important
to identify and revise deficits in education regarding weightism and interacting with
stigmatized groups. Once healthcare providers learn to interact effectively with
overweight patients and create treatment plans, they can help patients manage their
weight and counter the obesity epidemic.
The belief that pre-health students (i.e. those who plan to enter a future healthrelated career) lack opportunities to learn about weightism and are underexposed to
prejudice reduction techniques is tested in this research thesis. First, a literature review
outlines causes of obesity and weightism’s effect on the well-being and care of
overweight people. Then, the thesis is tested with a survey of pre-health students at the
University of South Dakota. The survey gauges students’ past prejudice reduction
education and its impact on personal weight bias. Understanding how discrimination
affects overweight people and learning skills to interact with overweight patients, future
healthcare providers may better react to and combat obesity.
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CHAPTER TWO
Causes of Obesity

While poor diet and inadequate exercise are commonly cited as the reason that
people develop obesity, there is an entire repertoire of factors that may contribute to it.
Proper diet and exercise are extremely important for maintaining a healthy weight but are
a small part of what can influence a person’s weight. Psychosocial, biological, and
environmental factors all contribute to an individual’s propensity toward obesity
(Cruwys, Bevelander, & Hermans, 2015; Kaplan, 2017; Pigeyre, Yazdi, Kaur, & Meyre,
2016). Therefore, it is essential that healthcare providers understand the majority of risk
factors, and their nuances, for obesity.
Poor diet and lack of exercise are likely the two most cited contributors to obesity;
this is for a good reason. Obesity is, by definition, the presence of excess body fat. While
body fat is an essential energy source for normal metabolic function, the levels necessary
to serve this purpose are 2-4% bodyweight in men and 10-12% bodyweight in women
(Health Check Systems, 2017). It is in reaching body fat levels of 25% bodyweight in
men and 32% bodyweight in women where people are considered obese (Health Check
Systems, 2017). At body fat percentages near those values, people have accumulated
energy stores that far exceed what is necessary for metabolic function. This can occur
with improper diet and lack of exercise resulting in a greater input of energy than what is
ultimately used. Commonly, poor diet and inadequate exercise are associated with
personal flaws, but the reality is more complex.
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While lifestyle choices are important for overall health, obesity is influenced by
more than personal desires. Obesity manifests for a variety of reasons, many that are
beyond one’s control. A straightforward example of this is the decline of metabolism
with age. As the body’s biological processes begin to slow, decreasing energy demand
calls for less energy ingested as food (Newman, 2009). However, hormonal changes
occur that increase body fat stores and make it more difficult to downregulate appetite.
Together, these changes increase the likelihood of becoming obese with age (Newman,
2009). Discovering the drivers of obesity is complicated because everyone is affected by
a different set of psychosocial, biological, and environmental factors which influence
one’s propensity to obesity.

Psychosocial Factors
Psychosocial factors are those that relate to one’s interactions with others, place in
society, and attitude toward one’s weight. Social cues are extremely powerful
determinants of our actions and are shown to influence our eating behaviors (Cruwys et
al., 2015; Higgs, 2015). Social facilitation is the concept that describes the cues people
take when in group settings. During communal eating, people generally consume more
food than when alone (Cruwys et al., 2015; Higgs, 2015). Even when people are aware of
unhealthy eating behaviors, cultural norms may promote consumption of unhealthy food
and/or excess quantities. Violating those norms could result in social rejection and may
even deter those who intend to regulate their eating (Higgs, 2015).
Food insecurity is another prevalent psychosocial driver of obesity. People who
are food insecure lack reliable access to nutritious food. Food insecurity is a complex
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issue because it ties together many different social factors that otherwise would not have
an apparent influence on obesity such as socioeconomic status and race. Socioeconomic
status (SES) is the rank that a person holds in society due to income, education, and
occupation. While SES has become less predictive of obesity in recent years (Zhang &
Wang, 2004), it still dictates people’s buying power. Conversely, low income and race
(i.e. Black and non-Hispanic) have been shown to have a direct influence on increasing
obesity due to a causal relationship with poverty and food insecurity (Dharmasena,
Bessler, & Capps, 2016).
As obesity levels rose, society adjusted to a “new normal” for weight. The
number of adults who self-identify as overweight— 35% of men and 42% of women—
has not changed in the last 20 years (Callahan, 2013). This indicates that adults are less
aware of what qualifies as overweight and likely lack the knowledge to combat weight
increases. The problem compounds because those individuals are likely poor judges of
their children’s weight which may predispose their children to being overweight or obese
as adults. Taken together, the previously described psychosocial factors limit people’s
awareness of their bodies, inhibiting their ability to prevent weight gain.

Biological and Environmental Factors
The complex nature of biological signaling pathways in the human body opens
the possibility for problems to arise. New chemical signals or modifications can result in
changes that increase the likelihood of developing obesity and may make it difficult for
those affected to return to a normal weight (BMI 20-25). This section will explore how
environmental influences can cause changes in biochemistry and increase obesity risk.
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Additionally, some recent advancements in genetics and microbiology will be used to
explain potential contributors to obesity.
Stress is likely the most prominent environmental contributor to obesity. This is
due to its association with increased activity of the hypothalamic, pituitary, and adrenal
(HPA) axis as well as the sympathetic nervous system (Kaplan, 2017). Prolonged
activation of these systems (namely the adrenal gland) can cause high cortisol levels in
the body. While cortisol is beneficial for handling stress in short exposures due to its
energy-accumulating effects, it can have negative impacts over time. High cortisol levels
for extended periods raise blood sugar, weaken the immune response (i.e. inflammation),
and decrease thyroid stimulating hormone levels. Together these affect a person’s
susceptibility to infection and decrease metabolic rate which can result in weight gain.
While specific causes of stress for overweight people will be discussed later, they
typically stem from socioeconomic pressures and stigmatization (Kaplan, 2017).
The physical environment can contribute to obesity by influencing the amount of
physical activity people achieve. Those that live in urban areas can more easily access
destinations by walking or riding a bicycle due to closer proximity and more developed
infrastructure than rural areas (Michimi & Wimberly, 2012). Generally, rural areas
require motorized transportation due to more dispersed infrastructure. Additionally,
access to green spaces and other natural amenities such as hiking trails and bodies of
water have been linked with increased physical activity and lower obesity rates (Michimi
& Wimberly, 2012). This may partially explain why states in the West, particularly
Colorado, have lower obesity rates than other portions of the United States.
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Besides stress and physical surroundings, environmental factors that contribute to
obesity can take more subtle forms. Exposure to certain toxins also plays a role. These
toxins, called obesogens, are chemical agents that inappropriately regulate and promote
lipid accumulation and adipogenesis (Grün & Blumberg, 2009). One class of obesogens
is linked to the activation of a metabolic sensor, called PPARG (peroxisome proliferator
activated receptor gamma, which can trigger lipid biosynthesis and storage (Grün &
Blumberg, 2009). The receptor is activated by a class of organic pollutants called
organotins which are found in marine paints, plasticizers, and fungicides on food (Grün
& Blumberg, 2009). Humans can be exposed to organotins via contaminated seafood,
drinking water, and leaching from plastics. Other compounds with PPARG activity
include BPA (bisphenol A), commonly found in plastics, and PFCs (perfluoroalkyl
compounds) which are used as surface repellents for consumer products (Grün &
Blumberg, 2009). The existence of obesogens is concerning because it calls into question
our built environment and the extent that our collective actions are contributing to the
obesity epidemic.
Biochemical changes can also occur via natural routes that make it difficult to
reverse obesity. Leptin, a hormone secreted by adipocytes (i.e. fat cells), helps to regulate
body weight by influencing food intake and energy expenditure (Kaplan, 2017). People
with obesity demonstrate elevated leptin levels and, even after substantial weight loss, are
affected by the hormone resulting in increased hunger sensations and reduced energy
expenditure (Kaplan, 2017). This concept is important because it demonstrates the role
that biology plays in maintaining obesity despite one’s willingness to change. This is
particularly true for genetic influences on obesity.
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Genetic influences on obesity are a rapidly developing area of interest. This area
of study connects many previously mentioned causes of obesity and can begin to explain
the persistent increase in obesity prevalence through recent years. Twin studies have
revealed that genetic inheritance can explain between 40-80% of variance in body mass
index and obesity risk (Burgio, Lopomo, & Migliore, 2015). While studies with less
genetically identical subjects report lower heritability values (20-50% for family studies
and 20-60% for adoption studies), the data suggests a very prevalent genetic component
to obesity (Burgio et al., 2015).
Insight into the previously mentioned hormone, leptin, demonstrated the
endocrine functions of adipocytes and opened the floodgates for research into genetic
pathways influencing obesity (Burgio et al., 2015). Studies have concluded that genes
involved in energy balance can influence obesity with 227 genetic variants discovered in
the last decade (Pigeyre et al., 2016). Additionally, genetic inheritance can affect satiety
and appetite, digestion of food, and carbohydrate metabolism (Pigeyre et al., 2016).
However, these genetic changes are not arising through classic evolutionary pathways;
the change is much too rapid for that (Burgio et al., 2015). Rather, epigenetics, the
modification of individual gene expression, is credited with a large role in current obesity
trends.
Epigenetics is a promising explanation of modern-day obesity. Epigenetic
changes to the genome typically occur through three different pathways: (1) DNA
methylation, (2) post-translational histone modifications and chromatin remodeling, and
(3) inheritance of mRNAs that regulate gene expression (Pigeyre et al., 2016). As people
go about their lives, they may encounter various stimuli such as stress or environmental
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factors that elicit changes in biochemistry. As a result, epigenetic modifications to the
genome may occur to influence gene expression and may increase the risk of developing
obesity. However, our understanding of the human body is constantly changing with new
research developments and unexpected results may arise. One such discovery is the role
of maternal nutrition and the human microbiome.
Recent evidence has revealed that weight and metabolism can be influenced by
maternal nutrition and the gut microbiome (Burgio et al., 2015). Children born to women
who had lost weight through bariatric surgery were half as likely to be obese than those
born before the maternal weight loss (Kral et al., 2006). Not only does this further
demonstrate the hormonal influence that adipose tissue has on gene expression (Pigeyre
et al., 2016), but it also suggests that their mother’s health could predispose children to
obesity.
Maternal nutrition is influential during fetal development. Offspring born to
malnourished mothers possess increased adipose tissue hormone sensitivity and increased
fat mass (Burgio et al., 2015). Furthermore, the gut microbiome, which contributes to
metabolism through food digestion and nutrient harvest, can affect both mother and
offspring propensity to obesity (Burgio et al., 2015). Diet, weight, and metabolic state
(i.e. fed vs. fasting) change the bacteria present in the gut microbiome influencing
intestinal permeability and absorption of fats (Pigeyre et al., 2016). Birth method can also
influence obesity because it affects the microbes to which newborns are first exposed
(Garcia-Mantrana & Collado, 2016). Children born via cesarean section are not exposed
to the same beneficial microbes that vaginally-born children are and experience higher
rates of obesity (Garcia-Mantrana & Collado, 2016). This is concerning for the future
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since childhood obesity is an independent risk factor for obesity as an adult (Li et al.,
2015).
The sheer number of potential obesity drivers reveals the difficulty of managing
the condition. With so many contributing factors, obesity has a multi-faceted nature that
must be understood to increase the efficacy of treatment. Healthcare providers may lack
full understanding of the psychosocial, biological, and environmental drivers of obesity
which decreases their ability to manage the care of overweight patients. Additionally,
providers will be unable to properly educate their patients. Taking into consideration the
less-cited causes of obesity like stress and obesogens, patients and providers can better
understand the nuances of obesity and manage the condition.

10

CHAPTER THREE
Prevalence of Weightism in Society

Obesity is a unique condition because it has widespread influence on a person’s
life and interactions with others. While the most obvious effects impact an individual’s
physical health, the psychological, social, and economical aspects of obesity must also be
considered. Not every obese individual is affected in the same manner, but the most
typical outcomes will be discussed.
It is well-established that overweight people are a target for discrimination
(O’Brien, Puhl, Latner, Mir, & Hunter, 2010; Puhl et al., 2010; L. Wang, 2008). The term
used to describe prejudice and discrimination against people because of their large weight
or extreme size is weightism (Blaine, 2013). Weightism penetrates society deeply and has
been referred to as the last form of discrimination that is socially acceptable (L. Wang,
2008). Some researchers have even used the striking language “civilized oppression” to
describe the injustice that overweight people may experience (Puhl et al., 2010). Major
contributors to weightism are negative portrayals in the media, fat-shaming jokes, and
glamorization of thinness which result in widespread implicit bias against overweight
people (Hunger, Major, Blodorn, & Miller, 2015; Teachman & Brownell, 2001). Social
media also acts as a catalyst for weightism, enabling people to express negative views
toward overweight people through the guise of anonymity (Jeon, Hale, Knackmuhs, &
Mackert, 2018). One important distinction to note is that prejudice is not the same as
discrimination, but they often go together. An individual may hold a certain opinion,
commonly negative, of a social group (i.e. prejudice) but never act on it. However, if the
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person’s views result in negative actions toward that group, the individual is exhibiting
discrimination.
Weightism encapsulates both personally held beliefs against overweight people
(i.e. prejudice) and any actions taken against them because of their size (i.e.
discrimination). Its social acceptability limits overweight individuals through attributions
of stereotypic characteristics and behaviors with little opportunity for them to prove
otherwise. The most common stereotypes of overweight people are being lazy,
unattractive, socially inept, and intellectually slow (Blaine, 2013). Some of the terms may
vary, but generally, overweight people are viewed as less desirable and consequently face
social rejection.
There is a consensus that stereotypic beliefs of overweight people stem from the
idea that weight is controllable. Following this logic, people who are overweight have
brought any adversity upon themselves due to innate personal flaws (Alberga et al.,
2016). In fact, there is a direct relationship between the level of weight-based prejudice
that people possess and the degree to which they believe weight is under a person’s
control (Alberga et al., 2016). In other words, if someone believes that weight is
completely under one’s own control, that person is likely to possess high levels of
weight-based prejudice. This stems from the belief of obesity as a personal flaw rather
than a physical impediment or disease (L. Wang, 2008). If given an explanation of the
causes behind obesity, people are likely to express less discrimination (L. Wang, 2008).
The idea of causality is very important to understanding weight discrimination.
Observing a stigmatized individual, people will search for something to attribute as the
cause of their condition (Crandall & Reser, 2005). Since the causes of obesity discussed
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in the previous section are not common knowledge, poor diet and exercise are primarily
attributed to those who are obese. With better education, people would possess a greater
repertoire of causes from which to attribute to overweight individuals. Depending upon
the controllability of the suspected cause, it would seem logical that the acceptability of a
person’s weight would change and potentially result in decreased stigmatization. Still,
even with full insight into the drivers of obesity, overweight people are often seen as less
preferable than those who weigh less.
The preference for thinness may stem from cultural and societal values ingrained
in everyone’s minds, even those who are overweight. A study conducted in 2004 found
that overweight individuals exhibited significant anti-fat bias on the implicit association
test (S. Wang, Brownell, & Wadden). Furthermore, overweight individuals expressed the
belief that overweight people are lazier than thin people (S. Wang et al., 2004). Typically,
members of a social group will express an in-group preference, but the study by S. Wang
et al. (2004) demonstrates otherwise. This finding was confirmed by a more recent study
in 2015 (Seibert, Schindler, & Reinhard).
It is important to note the important benefits to being of healthy weight. Obesity is
associated with many health implications and decreased mobility which drives the effort
to reduce it (Kaplan, 2017). Still, it would be counterintuitive if concern for an
overweight individual’s health is the reason to discriminate against that person. Instead,
the study by S. Wang et al. (2004) frames weight bias as a societal value. This
observation is further supported by a recent study that found people associate overweight
individuals with bad smells (Incollingo Rodriguez, Tomiyama, & Ward, 2015).
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Observing obesity is often associated with feelings of revulsion or disgust which can
further explain the basis for weightism.
Even the way that some are trying to address the increasing obesity rates
encourages weight bias. After observing the success of campaigns to reduce tobacco
product use, some public health efforts have taken similar steps to reduce obesity
(Callahan, 2013; Maclean et al., 2009). The efforts are guided by the belief that
stigmatizing something can deter people from it; many tobacco ads focus on how the
user’s appearance is ruined by wrinkled skin, bad teeth, and cancers that can result in
disfiguring surgeries (Maclean et al., 2009). However, taking similar steps to profess the
negative outcomes of obesity, public health campaigns would actually do more harm than
good (Callahan, 2013).
An Atlanta based campaign called Strong4Life ignited much controversy when it
utilized these stigmatization tactics (Grinberg, 2012). The campaign released a series of
photo ads that pictured children with obesity and taglines such as “It’s hard to be a little
girl if you’re not” and “My fat may be funny to you but it’s killing me” (Grinberg, 2012).
While Strong4Life believed that a startling statement would prompt action (Grinberg,
2012), it likely caused more harm. Unlike tobacco campaigns that target a behavior,
obesity campaigns deal with a health condition that stems from both voluntary behaviors
as well as a variety of uncontrollable factors. Therefore, people who have little control
over their weight are needlessly stigmatized.
Considering the many ways that weight bias and discrimination can manifest, one
would hope that, as expert caretakers, healthcare providers do not exhibit those attitudes
and behaviors. The reality is that many healthcare providers possess levels of bias similar

14

to the rest of society (Forhan & Salas, 2013). Strong levels of weight bias possessed by
physicians, nurses, and even medical students can influence their treatment of overweight
patients (DiGiacinto, Gildon, Stamile, & Aubrey, 2015).
Professionals who possess strong levels of weight bias may believe that it is the
overweight individual’s responsibility to recognize their problem, identify the cause, or
find the motivation to lose weight (DiGiacinto et al., 2015). Even some bariatric
specialists are shown to be biased against overweight people (Forhan & Salas, 2013), but
not to the same degree as general practitioners (DiGiacinto et al., 2015). Sixty percent of
nurses surveyed believe that obese patients are lazier than overweight patients
(DiGiacinto et al., 2015), but note that bias levels are lower in registered nurses (RNs)
than certified nursing assistants (CNAs) (Garcia, 2016). One study revealed that weight
bias present in nurses stems from the additional tasks and equipment needed to care for
patients of large size (Garcia, 2016). This may mark a distinction between the source of
bias among different types of healthcare professionals. Depending on the degree of
interaction with a patient (e.g. consultation vs. physical manipulation), the source of bias
may stem from personal beliefs or exhaustion due to the extra effort needed to maneuver
overweight patients.
Whatever the cause, weight bias among healthcare providers can manifest as
discrimination and impact the care they provide to overweight patients. One major
concern is the deterioration of the patient-physician relationship which is an important
component for patient adherence to physician recommendations (Razzaghi & Afshar,
2016). Physicians have been shown to build less rapport with overweight patients
(Gudzune, Beach, Roter, & Cooper, 2013) and their levels of weight bias will have a
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direct effect on the relationship quality. It is likely that the actions of biased providers are
slight such as tone of voice, wordage, and mannerisms, yet it can become stigmatizing as
it accumulates over time (Phelan et al., 2015b). Additionally, biased physicians may
spend less time with patients and engage in less discussion, screening, and intervention
(Friedman & Puhl, 2012).
The presence of weight bias among healthcare providers is partially attributed to
living in a society that values thinness (Watman, 2017). Career experience is expected to
reduce weight bias over time, yet half of physicians say they are not prepared to treat
obese patients and only half find the treatment rewarding (DiGiacinto et al., 2015).
Therefore, evaluating how future providers are trained to care for stigmatized patients is
important to ensure that this trend is reversed.
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CHAPTER FOUR
Effects of Weight Discrimination

The high prevalence of weight bias can result in discrimination against
overweight people. One study found that self-reported incidences of weight-based
discrimination have increased 66% over the last decade (O’Brien et al., 2010). As with all
discrimination, weightism can affect many aspects of a person’s life resulting in
decreased quality of life (Hunger et al., 2015). The areas commonly affected by
weightism are interpersonal relations, psychological health, employment, education, and
healthcare.
As described in the previous section, many people hold stereotypical beliefs that
overweight people have character flaws and are therefore less desirable than those of
normal weight (BMI 20-25). Those beliefs can manifest as fewer friends and more
limited social interactions than experienced by normal weight people (Puhl et al., 2010).
In social settings, overweight people may experience a fear of rejection due to stereotypic
beliefs about them; this is called social identity threat (Blodorn, Major, Hunger, & Miller,
2016). Due to social identity threat, overweight individuals may lack opportunities to
build relationships with others. However, this was shown to affect mainly overweight
women with evidence suggesting they have fewer close friends and are less satisfied with
romantic relationships than thinner women (Ball, Crawford, & Kenardy, 2004; SarlioLahteenkorva, 2001).
People who are constantly labelled as lazy and undesirable due to their weight
may internalize those negative views and develop psychological conditions such as
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anxiety, stress, and depression (Maclean et al., 2009). Not only can this put a strain on
social interaction, but it may also cause prolonged psychological distress or disorders.
While the link between obesity and depression is still contested, increasing weight is
correlated with both decreasing self-esteem and quality of life (Maclean et al., 2009; Puhl
et al., 2010).
Overweight people who are frequently devalued may also have a lower sense of
self-worth (Hunger et al., 2015). Over time their resolve to change can diminish (Inzlicht
& Schmeichel, 2012). Unfortunately, consequent feelings of inadequacy and failure are
shown to trigger increased levels of cortisol, a stress-hormone (Hunger et al., 2015). Not
only can stress trigger eating, but it may also lead to other improper coping mechanisms
like alcohol and drugs that can cause further weight gain or physical harm (Brochu &
Dovidio, 2014; Hunger et al., 2015). Still, weightism is not only limited to interpersonal
interactions. Since all social situations can be influenced by prejudice, weightism is also
observed in education, employment, and healthcare practices.
Overweight students can be discriminated against at an early age by their
educators. Multiple studies have found evidence of significant weight bias among preservice teachers, especially those interested in physical education (Lynagh, Cliff, &
Morgan, 2015; O’Brien, Hunter, & Banks, 2006). Furthermore, overweight students are
less likely to be accepted into college than their normal weight peers (Blaine, 2013).
Obese students have been found to have significantly lower grades than their non-obese
peers across multiple academic levels despite similar intelligence and achievement scores
(MacCann & Roberts, 2013). This could be due to a combination of prejudice on behalf
of teachers who have lower expectations for overweight students and discrimination from
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peers. The result is a hostile environment for overweight students which can be
psychologically damaging and limit their future success.
Overweight people are also affected economically by weightism; they are hired
less by potential employers and receive lower salaries (O’Brien, Latner, Ebneter, &
Hunter, 2013). In a study by O’Brien et al. (2013), participants were presented with the
same individual pre- and post-bariatric surgery as potential job candidates. Obese
candidates were rated lower in areas such as leadership potential, predicted success, and
salary (O’Brien et al., 2013). Fifty-four percent of obese employees report weight bias
from co-workers and 17% of employers surveyed currently, or plan to, impose penalties
for not meeting weight, cholesterol, and blood pressure standards (Friedman & Puhl,
2012). The result is that overweight employees earn less, get fewer promotions, and are
targeted by co-workers via weight discrimination (Baum & Ford, 2004; Friedman &
Puhl, 2012). The pervasiveness of weightism in daily life portrays a dim outlook for
overweight people.
Healthcare providers are charged with treating overweight patients, but weightism
complicates patient-physician relationships and inhibits their effectiveness. Healthcare
providers are more likely to attribute health concerns to a patient’s weight if they are
overweight (Phelan et al., 2015b). Additionally, they may simplify the causes of obesity
by suggesting only diet and exercise changes rather than looking for other influencing
factors (Phelan et al., 2015b). A study on medical students revealed that overweight
patients with shortness of breath symptoms were four times more likely to receive
lifestyle recommendations than thinner patients. Additionally, thinner patients were more
likely to receive medication to manage their symptoms (Persky & Eccleston, 2010).
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Although obesity is a significant health factor, it should not define a patient and their
symptoms. Rather, a provider’s education should help them to see past a patient’s weight
to determine the true cause of symptoms which may or may not be related to obesity.
Weight discrimination can have wide-reaching effects not only on an overweight
person’s psychological health, but also ability to succeed in the future and receive
unbiased healthcare. Understanding the impact of weight discrimination reveals the
importance of being informed about the nature of obesity and how to help those affected
by it. An obvious starting point is with healthcare providers who are in the position to act
as advisors to overweight people. Educating them about weight discrimination and
effective ways to treat obesity has the potential to reduce weightism and combat obesity
rates.
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CHAPTER FIVE
Education of Future Healthcare Providers

Aspiring healthcare professionals go through an extensive educational process
that can involve undergraduate and graduate programs. While the primary focus of preprofessional programs is teaching students the technical information and skills they need
to perform their duties, the development of interpersonal skills is also important. Weight
is a sensitive topic and must be handled tactfully in the clinical setting. Evaluations of
medical school curriculum have shown a deficit in material that covers topics related to
treating overweight patients (Chisholm, Mann, Peters, & Hart, 2013). Additionally,
medical students seem to possess varying degrees of understanding regarding nutrition
and the causes of obesity (Adams, Kohlmeier, & Zeisel, 2010; Phelan et al., 2015a).
Medical schools are responsible for preparing future physicians to consult and
treat patients. However, obesity is a topic that is rarely covered as a condition in and of
itself. Only 25% of medical schools surveyed required a dedicated nutrition course and
most do not meet the recommended 25 hours of nutrition education set by the National
Academy of Sciences (Adams et al., 2010). Furthermore, graduate medical and
osteopathic students tested on nutrition knowledge only answered an average of 52% of
questions correctly (Castillo, Feinstein, Tsang, & Fisher, 2016). While nutrition
comprises only a portion of obesity education, other deficits exist.
Medical school educators have expressed a lack of knowledge regarding obesity
which can be reflected by their students (Chisholm et al., 2013). While students can
recognize multiple contributors to obesity, there are still a portion (22%) that endorse
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inadequate diet and exercise as the sole drivers of obesity (Phelan et al., 2015a). Students
have also expressed a desire for more nutrition education and training on counselling
skills regarding obesity, especially with children (Cooke, Ash, & Goodell, 2017). Lastly,
the United States Medical Licensing Examination (USMLE) Step exams were evaluated
by an expert panel and found to only address obesity in terms of comorbidities rather than
the condition itself (Kushner et al., 2017). This all indicates the need for improvements in
obesity education.
Although a majority of studies conducted on obesity education and student
understanding revolve around medical schools, the concepts and ideas formed from the
research are applicable across all areas of healthcare. The presence of biased attitudes in
healthcare professionals in addition to inadequate (or absent) training on how to manage
overweight patients may make them ineffective at combating the obesity epidemic.
Therefore, it is important to evaluate the current education of healthcare providers and
find ways to make it more effective. If healthcare professionals are better equipped to
treat patients with obesity, they may be able to reverse the direction of current obesity
rates.
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CHAPTER SIX
Rationale

The findings of the literature review revealed the importance of understanding
weightism and its effects while demonstrating a deficiency in relaying this information in
the education of healthcare providers. Therefore, a survey was developed to evaluate
these findings. The survey was designed to gauge students’ views on overweight people
and the causes of obesity. Additionally, it determined what education students have had
regarding interactions with stigmatized patients.
The belief that pre-health students lack opportunities to learn about weightism and
are underexposed to prejudice reduction techniques was tested through this survey. It was
expected that pre-health students are undereducated about obesity and may even exhibit
weightism. The hope is that unveiling the shortcomings in educating pre-health students
will begin a shift in curriculum and alter how students are exposed to the concepts of
prejudice and discrimination. With increasing awareness of prejudice and the issues
affecting stigmatized groups, specifically overweight people, changes can be made to
better equip students with skills to treat patients and build healthy relationships.
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CHAPTER SEVEN
Methods

Materials
The survey was created de novo by the author and approved by the Institutional
Review Board (IRB) at the University of South Dakota. It was conducted online via
PsychData, an online data collection tool. The IRB approval can be found in Appendix B.
Most questions used a 5- or 6-point Likert Scale, but multiple choice and free answer
questions were also included.
The first section attempted to gauge participant bias and used a 6-point Likert
scale (i.e. strongly disagree to strongly agree). In this section, participants were asked to
indicate the level to which they agreed with a statement (e.g. “Overweight people are
unhealthy”). There was no neutral option included to prevent ambiguous responses. No
question in the survey beyond the demographic section required a response. The
statements were separated into three different conditions: generally, in a social setting,
and in a healthcare/ professional setting.
The next section used multiple choice questions to ask participants what factors
they believed contributed to obesity (e.g. over-eating, genetic influences, etc.).
Participants were able to choose from the provided options or provide their own. A 5point Likert scale was used in the following section asking participants to rank
overweight people within multiple personality trait spectrums (e.g. lazy to outgoing). A
neutral option was included here which allowed participants to indicate that weight did
not influence that personality trait. The survey concluded with a mix of “yes/no” and
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open-ended questions asking participants to evaluate their education (e.g. “At this point
in your education, how has your training influenced your comfortability with overweight
patients?”) and leave final comments. The complete survey has been included in
Appendix D.
An earlier version of this study included a second survey to gather responses from
people who have been or currently are overweight. It was constructed to gain insight
about any discrimination they faced, particularly in a healthcare setting. The intent was to
use the responses from that survey to further define both the challenges that overweight
people face and any bias experienced from healthcare providers. This patient survey and
the pre-health student survey were submitted together to the IRB and approved (see
Appendix A). However, an inadequate number of responses made the patient survey
unusable. Therefore, the current study has been amended to reflect the change from the
original IRB application.

Procedure
The survey was distributed to health sciences and pre-medical students at the
University of South Dakota via email and social media (i.e. Facebook). Included in the
invitation was a short description of the survey’s purpose, the target group, and a link to
the survey on PsychData. Nevertheless, students who did not intend to provide direct
patient care may have also accessed the survey. Therefore, a question was used in the
survey to screen respondents for intended career path (i.e. direct patient care, indirect
patient care, or other).
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Students who opened the survey link were directed to PsychData via secure
connection and presented with a complete description of the survey and informed consent
form. All participants were informed that their participation was voluntary and to be
completed at their leisure. Acceptance of the informed consent was implied if the
respondent clicked “continue” on the opening page to access the survey. No identifying
data were collected from participants ensuring that all responses were anonymous.
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CHAPTER EIGHT
Results

Participants
Participants were 81 undergraduate students (13 males, 67 females, and one
unanswered) at the University of South Dakota who voluntarily completed an online
survey. Most respondents were 18-22 years old (n=62), but other age groups represented
were 23-29 years old (n=4) and 30-49 years old (n=15). Almost all participants identified
most strongly as non-Hispanic white (n=76). Other racial groups represented by
respondents were Asian-Pacific Islander (n=2), Latino or Hispanic (n=2), and Native
American or Aleut (n=1). Due to the survey’s focus on obesity, participants were also
asked to classify their weight as underweight (n=0), normal weight (n=40), slightly
overweight (n=21), overweight (n=15), or obese (n=4).
Participants were screened for intended career path with options for direct patient
care (e.g. physician, nurse, therapist), indirect patient care (e.g. healthcare administration,
public policy, laboratory work), and other with space for a description. All who selected
indirect patient care (n=12) and those who chose other without indicating interest in
direct patient care (n=4) were excluded. Table 1 describes the participants included in the
study.
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Table 1 – Participant Demographics
Gender
Male
Female
Age (years)
18-22
23-29
30-49
Ethnic Identity
Asian/ Pacific Islander
White (non-Hispanic)
Latino or Hispanic
Native American or Aleut
Weight Classification (Self-reported)
Underweight
Normal weight
Slightly overweight
Overweight
Obese

Count (n=66)

Percentage (%)

11
55

16.7
83.3

54
3
9

81.8
4.5
13.6

1
62
2
1

1.5
93.9
3.0
1.5

0
33
18
12
2

0
50.8
27.7
18.5
3.1

Survey Data
The final sample (n=66) (Table 1) included 55 females and 11 males between the
ages of 18 and 49 with most participants (n=54) aged 18-22 years old. Although specific
program information was not collected, all participants indicated their intent to provide
direct patient care in the future. The key findings of the survey were (1) 51.5% of
participants had not previously participated in a program related to diversity, tolerance, or
prejudice reduction and (2) only 26.2% had covered the topic of weight bias in their
education. Additionally, those who expressed greater levels of empathy for overweight
people were less likely to hold overweight people personally responsible for their weight
and showed more support for uncontrollable causes of obesity such as genetics and
inability to afford healthy food.
The results of the survey support the hypothesis that students at the University of
South Dakota (USD) lack education regarding weightism and training on interacting with
members of stigmatized groups. In fact, the number of students at USD who have had
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any type of diversity, tolerance, or prejudice reduction education may be even less than
what was observed in this study. Students were asked twice during the survey to indicate
previous training. On the first instance (S1:91), 27.3% (n=18) acknowledged previous
prejudice reduction experience and indicated a handful of classes: HSC 380 (Health
Literacy and Cultural Care), REL 250 (World Religions), and a few diversity sessions
related to other training programs outside USD. However, at the conclusion of the survey
(S4:1b), 50.0% (n=31)2 indicated previous experience. Taking both responses into
consideration, students who indicated “yes” to previous prejudice reduction for either
question (S1:9 or S4:1b) provided the final result of 51.5% (n=34).
The discrepancy in students’ recall of previous prejudice reduction education calls
into question the efficacy of prejudice reduction programs. One possibility is that taking
the survey prompted recall. However, if students are unable to recall program-related
training or determine if it was truly prejudice reduction, the program was likely to have
been ineffective. If the results are evaluated based on students consistently answering
“yes” for both questions regarding previous prejudice education (S1:9 and S4:1b), only
24.2% (n=16) would meet the criteria of previous training. Additionally, 26.2% (n=17)3
of participants indicated previously covering the topic of weight bias (S4:1a) and 10.6%
(n=7)4 had been trained on how to address weight with a patient (S4:1c).
In conjunction with evaluating the education of pre-health undergraduate students,
the survey included questions to gauge levels of weight bias among participants. On

1

Questions from the survey are located in Appendix D and will be referred to by corresponding section
and question number (e.g. S1:1).
2
Value calculated from 62 total responses for S4:1b
3
Value calculated from 65 total responses for S4:1a
4
Value calculated from 65 total responses for S4:1c
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average, participants possessed beliefs that were neutral toward overweight people.
Almost all questions were answered in a neutral or positive manner with the standard
deviation preventing any statistically-supported conclusions from being drawn.
A Spearman’s rank-order correlation test was then performed to reveal trends in
the data. Self-reported weights of participants ranged between normal weight (n=33),
slightly overweight (n=18), overweight (n=12), and obese (n=2) with one unindicated.
The heavier that participants classified their weight, the more likely they were to disagree
with the statements “overweight people are personally responsible for their weight” (rs=.374, n=65, p=.002) and “overweight people are unhealthy” (rs=-.464, n=65, p= .000).
Additionally, the more participants agreed that they have empathy for overweight people,
the more likely they supported genetic influences (rs=.290, n=66, p=.018) and inability to
afford healthy food (rs=.345, n=66, p=.005) as causes of obesity. Those with higher
degrees of empathy were also less likely to agree that overweight people should pay more
for healthcare (rs=-.327, n=65, p=.008).

Table 2 – Spearman’s Rank-Order Correlation Test
Relationship to increasing weight (self-reported) of respondent
Statement
Correlation Value (rs)
“Overweight people are personally
-.374
responsible for their weight.”
“Overweight people are unhealthy.”
-.464

n
65

p
.002

65

.000

Relationship to increasing empathy toward overweight people expressed by respondent
Statement
Correlation Value (rs) n
p
Genetic influences as a cause of obesity
.290
66
.018
Inability to afford healthy food as a cause of .345
66
.005
obesity
“Overweight people should pay more for
-.327
65
.008
healthcare.”
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On the five-point personality spectrums, participants leaned slightly more toward
the belief that overweight people are more impulsive than disciplined (M=2.44, SD=.74).
Averaged values suggested the belief that overweight people are more lazy, sad,
introverted, and friendly than normal-weight people. However, those findings are
statistically unsupported.
Lastly, participants had several opportunities to answer open-ended questions
regarding the treatment of overweight people in healthcare and their own personal
experiences. When asked about what to include in treatment plans for overweight
patients, participants most commonly (n=23) suggested some type of psychological
counselling. Additionally, participants made suggestions for increased patient education
on the effects of obesity (n=10) and guidance for building a family and friend support
system for the patient (n=6). Lastly, participants were asked to explain how their training
influenced their comfortability with overweight patients. Most participants didn’t respond
(n=25) or indicated their training had no effect (n=13). However, a common theme was
gaining experience outside school through previous personal experience or in a
healthcare-related job/ position (n=12). Some of the participants’ responses to these two
questions (S3:4 and S4:2) are provided in Tables 4 and 5.
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Table 3- Survey Results
Question
S1:1 What is your gender?
Male
Female
Other
S1:2 What is your age?
18-22 years old
23-29 years old
30-49 years old
50-64 years old
65 years and over
S1:3

Count
66
11
55
0
54
3
9
0
0

To which racial or ethnic group(s) do
you most identify?

S1:5
S1:6

S1:7

S1:8

What is your weight to the nearest 5
pounds?
What is your height in inches?
How would you classify yourself?
Underweight
Normal weight
Slightly overweight
Overweight
Obese
How would you rate your health?
Poor
Fair
Good
Very Good
Excellent
Are you currently trying to lose weight?
Yes
No

32

1

3.05

0.323

3

168

41.7

135

66.7
2.74

3.26
0.871

68
2

3.18

0.968

3

1.44

0.496

1

3.0
18.2
48.5
18.2
12.1

66
37
29

0.700

0.0
50.8
27.7
18.5
3.1

66
2
12
32
12
8

1.32

0.0
1.5
93.9
3.0
1.5
0.0

66
66
65
0
33
18
12
2

SD Mode
0.373
2

81.8
4.6
13.6
0.0
0.0

66
0
1
62
2
1
0

Mean
1.83

16.7
83.3
0.0

66

African-American (non-Hispanic)
Asian/Pacific Islanders
White (non-Hispanic)
Latino or Hispanic
Native American or Aleut
Other (please specify)
S1:4

%

56.1
43.9

Question
S1:9

S1:10

S1:11

Count

Have you participated in a course,
workshop, or training related to
diversity, tolerance, or prejudice
reduction?
Yes
No
What is your current academic
standing?
Freshman
Sophomore
Junior
Senior
5+ Years
What is your intended career path?
Direct Patient Care Provider
Indirect Patient Care Provider
Other

18
48

8
13
18
24
3
65
0
1

S2:1b

Overweight people are personally
responsible for their weight.

66

Being overweight can limit a person's
ability to achieve their goals.
Normal-weight people are more
socially accepted than overweight
people.
Overweight people have different
personalities than normal-weight
people.
People have a negative perception of
overweight people.

S2:1g

I have empathy toward overweight
people.

1.73

0.445

2

3.02

1.11

4

1.03

0.244

1

98.5
0.0
1.5

1= Strongly Disagree, 2- Disagree,
3= Slightly Disagree 4= Slightly Agree,
5= Agree, 6= Strongly Agree

66

S2:1f

Mode

12.1
19.7
27.3
36.4
4.6

66

Overweight people are unhealthy.

S2:1e

SD

27.3
72.7

66

S2:1a

S2:1d

Mean

66

Section 2- Likert Scale Question Key

S2:1c

%

66

4.05

0.928

4

3.59

1.21

4

4.24

1.40

5

4.58

1.05

5

2.03

1.14

1

4.85

0.980

5

4.24

1.10

5

2.06

1.28

1

3.47

1.13

4

66

66
65
66

S2:2a

I feel comfortable telling a friend/
acquaintance that they are overweight.

66

S2:2b

My friends and peers have a negative
perception of overweight people.

64
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Question

Count

S2:2c

I feel comfortable being in the presence
of an overweight person.

65

S2:3a

Healthcare providers have a negative
perception of overweight people.

66

Overweight patients are treated with the
S2:3b same quality care as normal-weight
patients.

66

S2:3d

Overweight people should be required
to pay more for healthcare.

65

S2:3e

I feel comfortable being in the presence
of an overweight person.

66

S2:3f

I feel comfortable telling a patient that
they are overweight.

66

S2:3g

I feel comfortable providing care to an
overweight patient.

66

S3:1

Which factor(s) do you think
contribute(s) to being overweight?

66

Inactive Lifestyle
Over-eating
Diet heavy on sugar, salt, and/or fat
Cannot afford healthy/ nutrient-rich
food
Genetic Influences
Environmental Influences
Psychological Pressures
Other

Mean

SD

Mode

5.14

1.16

6

4.00

1.16

4

3.91

1.33

4

5.44

0.800

6

2.34

1.34

1

5.24

0.836

5

3.65

1.50

4

5.36

0.752

6

66

Overweight people should receive the
same opportunities for healthcare as
normal-weight people.

S2:3c

%

65
66
64

98.5
100
97.0

48
57
31
62
6*

72.7
86.4
47.0
93.9
9.1

* Responses: “Misinformed/misled by government sponsored guidelines”, “Upbringing”, “Gastrointestinal microbiome”,
“Medications”, “Medical diseases”, and “Body’s build” (innately overweight)
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S3:2

Question
Which factor do you think contributes
the most to being overweight?

Count

%

Inactive Lifestyle
Over-eating
Diet heavy on sugar, salt, and/or fat
Cannot afford healthy/ nutrient-rich
food

15
15
16

22.7
22.7
24.2

4
4
1
9
2*

6.1
6.1
1.5
13.6
3.0

Mean

SD

Mode

2.61
2.68
2.67
2.44
3.44

0.672
0.704
0.611
0.741
0.721

3
3
3
2
3

1.74

0.440

2

1.50

0.500

1

1.89

0.310

2

66

Genetic Influences
Environmental Influences
Psychological Pressures
Other

*Responses: “Lack of knowledge” (Misinformed about nutrition and obesity causes) and “Upbringing”

S3:3

Where do overweight people rank
within the following personality trait
spectrums? (5-point Likert Scale)
Lazy to Outgoing
Sad to Happy
Introverted to Extroverted
Impulsive to Disciplined
Cold to Friendly

S3:4
S4:1a

66
65
66
66
66

Beyond nutrition and exercise, what
should be included in the treatment of
overweight patients?

49

At this point in your education, have
you covered the topic of weight bias?

65

Yes
No

17
48

At this point in your education, have
S4:1b you had training related to diversity,
tolerance, or prejudice reduction?

S4:1c

S4:2

26.2
73.9

62

Yes
No
At this point in your education, have
you received training on how to address
weight with a patient?
Yes
No
At this point in your education, how has
your training influenced your
comfortability with overweight
patients?

35

31
31

50.0
50.0

65
7
58

41

10.8
89.2

Table 4 – Responses to “Beyond nutrition and exercise, what should be included in the treatment of
overweight patients?” (S3:4)
Suggestions Related to Psychological Counselling
Counseling for those that eat to soothe mental health problems -Education on risks involved with obesity Support system (friends, family, etc.)
Coping with stress and depression, cheaper healthy food options
Psychological treatment to help those whose weight is affected by their mental health.
Psychological treatment and support is an important aspect of patient care because patients will not have the
motivation to be successful in their weight loss/health goals and will fall back into old routines if they feel like
they are un- or under supported.
I believe mental health should also be a factor considering a lot of the nutrition and exercise-based tactics are not
effective if people don't truly want to lose weight or cannot handle the added stress that comes with it.
Education regarding how to cope with and overcome with their psychological stressors and insecurities.
Treatment for psychological disorders
Counseling and psychological support. Many people are overweight for a variety of different reasons. Finding
the root cause would be the most beneficial for the patient. Surgery and diet pills are only temporary if the root
cause is not identified.

Suggestions Related to Patient Education
Higher level of nutritional education for the providers giving treatment. A deeper evaluation of factors other than
behavior that possibly affect the patient. An understanding that the reasons for being overweight is not general
but rather individual and should be addressed as such.
The patient should be taught about lifestyles changes as well as educated on the risks obesity has.
Education of what being overweight may cause in the future as well as the education behind foods
Health warnings
I think education is one of the biggest components of treatment for overweight clients. Many are so used to the
lifestyle they live and that previous generations have lived that they don't even know how to change or what to
change.
Education on what it means to lead a healthy life. This would include instruction on how to reduce stress, how to
relieve that stress. This education could also include the importance of moving whenever possible such as riding
a bike to work or walking up the stairs instead of taking the elevator. Making movement, more than just
exercising for a few hours a day, a priority could help these patients to lead healthier lives.
Other diseases they may have, learning strategies to change lifestyle if their lifestyle is not healthy
Education, help beyond someone telling them what to do.

Suggestions Related to Building Support Systems
Help groups, or someone they can talk to in private other than a doctor or family member/friend.
Encouragement and understanding. They have to know you want to help them and know that you understand that
it's not completely their fault for their weight.
Mentor or peer support group, training on intuitive eating, training to avoid emotional eating.
Stress on social support and accountability.
Counseling or meeting with support groups
Motivation from friends and family

Other Suggestions
Try relaxing, be in low stress environments. Be well rested.
Probiotic supplementation
Amount of sleep at night, if they are in bed an excessive amount of time they will be inactive and gain weight,
but if they aren't getting enough sleep it could also cause them to gain weight.
Screening for cardiovascular diseases, frequent health checks
Genetic testing for autoimmune disorders. I'm overweight from hypothyroidism for the past three years and just
now finding out it's Hashimoto's. Had I known this sooner, I think would've been changing my diet sooner.
Insurance should pay for a nutritionist to anyone who wants one, not just overweight people.
Clinically: Knowledge that will give the patient the best opportunity to succeed as well as pragmatic and custom
ways in which the patient can perform said tasks. Socially: Living a healthy lifestyle should be encouraged
instead of overeating/under exercising sedentary lifestyle. Gov: Higher taxes should be placed on items that are
bad for you such as soft drinks. Tax reductions and incentives should be given to entrepreneurs that attempt to
bring healthy food to communities. This should lower the cost and raise the availability of healthy foods to the
public.
*Responses with no further elaboration were not included (e.g. “Mental Health”)
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Table 5 – Responses to “At this point in your education, how has your training influenced your
comfortability with overweight patients?” (S4:2)
Personal or Job/ Position-Related Experience
I've had weight bias training but I've also grown up around overweight people so I know how to work well with
them. They are worked best with when you treat them like you would treat any other patient!!
I am overweight, so I feel comfortable with others that are overweight.
I'm comfortable with it, but I don't think that's the norm -- especially if the provider is overweight.
Being a nursing assistant at a large hospital, I have many overweight patients to care for. I am very comfortable
with overweight patients.
Training has not influenced my comfortability; having friends, relatives, and colleagues who are overweight has.
I have spent enough time around them through my job as a CNA that I am comfortable and just see them as
another patient with additional needs.
My experience in providing healthcare has shown me that I do the same interventions in overweight vs healthy
weight patients. However, it is more difficult to move overweight patients which can lead to some irritability if
they aren't willing to help.
I treat them like any other patient that I might see. I still treat them with the respect that they deserve and provide
the best care possible for them.
I work as an EMT. This community has several overweight members and we are obviously trained to act
professionally toward everyone. I have no issues working with obese/overweight patients and neither should
other healthcare providers. They are patients with problems, just like anyone else.
I am comfortable working with patients who are overweight. If they are morbidly obese and are lacking on their
personal hygiene, it is difficult not to look down on them. It is often these patients who are not active in their
health care treatment plan. I see more and more obese and morbidly obese patients that are near my own age
(25). It is unfortunate to see them suffer from a slew of health problems directly related to their obesity. It is
especially difficult knowing that most of these health problems can be reversed with weight loss and physical
exercise.
I've worked in EMS for 12 years and the patients are only getting bigger. I talk to them just like anyone else. It's
harder to do CPR and find veins but you find a way to make it work.
I am comfortable treating all different types of people. I will admit, extremely overweight patients that are unable
to physically contribute to care are exhausting to care for. This creates a negative experience, and may plant a
bias toward future morbidly obese patients.

No Training
I have had minimal training with overweight patients due to only being a second year student.
I am just starting my college career so I haven't received any formal training, but I think the media as a whole has
had some influence on the way we perceive overweight persons.
I haven't had much education about how to work with overweight patients. I think that I would be comfortable
with working with an overweight patient, but I may have a hard time sympathizing with someone who is
morbidly obese.
We haven't been trained on much about overweight patients but I am comfortable around them.
It hasn't brushed upon being comfortable with overweight people at all. Throughout my education so far, nobody
has ever taught me or talked about overweight people in my classes.

Related to Training
Weight does not define a person. One cannot tell at first glance what an overweight person may be dealing with.
Maybe the patient has dealt with a lot of death recently, can't afford healthy options, or simply is not educated on
how to live a healthy lifestyle. A provider must get all of the facts to avoid judgement at first sight.
I'm very comfortable being around overweight patients. I've learned to treat them conditions the same as normal
or underweight patients.
I have had training on many aspects of diversity and how to treat people with diverse backgrounds
Learning to look past the weight of the patient and treat them just like anyone else
I think people tend to ignore the fact that people are overweight and it is something that isn't talked about
because they are afraid they will offend someone. While not everyone will be "skinny", people of all sizes should
be held to certain health standards.
I am more aware of my bias toward overweight patients. Knowing this will help me self-reflect as I provide the
best quality care to all my patients, regardless of weight, in the future.
Patients are given the same amount of professional respect no matter their race, religion or weight. If a patient is
overweight, as a medical professional, it is your duty to inform and help the patient.
*Responses with no further elaboration were not included
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CHAPTER NINE
Discussion

The education of healthcare providers begins with their undergraduate studies.
Through them, students develop the foundational knowledge and skills to prepare for
graduate level programs such as medical, nursing, or physician assistant school.
Therefore, it is important to teach students both technical and interpersonal skills while
urging application of knowledge to prevent future negligence. This survey conducted at
the University of South Dakota evaluated the education of pre-health students and
attempted to gauge their experience with prejudice reduction and levels of explicit weight
bias. The results of the survey are promising in that nearly half of students have been
exposed to diversity, tolerance, or prejudice reduction training. However, the scope of
that training is limited and infrequently includes the topic of weight bias.
Another promising outcome of the survey was a lack of negative attitudes toward
overweight people. As stated in the results section, most responses were, on average,
either neutral or slightly positive toward overweight people. This indicates that explicit
weight bias (i.e. that which is intentionally expressed) is limited. It is worth noting that
strongly negative views of overweight people were still present among survey
participants, but that group was a minority. However, one shortcoming of the survey is
that it did not evaluate implicit weight bias among participants which can result in
unintentional discriminatory behaviors.
The importance of implicit and explicit bias are revealed when comparing the
opposing findings of this survey and the study by S. Wang et al. (2004) regarding in-
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group bias of overweight people. S. Wang et al. (2004) found that overweight people
exhibited implicit negative bias against other overweight people. However, the current
study found that overweight people demonstrated explicit positive bias. This comparison
demonstrates that people may possess unconscious bias that could still be expressed.
Some of the most revealing data collected by the survey were the free responses
from participants. At the end of the survey, participants were asked to include any other
thoughts they had regarding the topic of weightism in healthcare. A common theme
developed among those with previous healthcare experience regarding the extra effort
maneuvering overweight patients takes. One respondent wrote, “I have seen in the
healthcare field, nurses or techs who are disappointed when they see the light of an
overweight patient go off because they know that helping that individual will often take
extra time and effort.” Additionally, there seems to be a sense of hopelessness among
some providers. Another respondent wrote, “I have witnessed many providers say unkind
things about overweight patients and are frustrated of [sic] the lack of desire for the
patient to want to help themselves.”
While it seems that most respondents did not hold negative attitudes toward
overweight people, those beliefs may develop after working in healthcare. A potential
way to halt that development is through proactive pre-health education. Building empathy
in students and providing them with an understanding of obesity now, may help to curb
the sense of frustration or hopelessness that could build in the future. The prevalence of
weight bias among current healthcare providers calls for new approaches that train
healthcare providers to interact with and treat overweight patients.
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Survey participants who indicated previous training for tolerance, diversity, or
prejudice reduction referred to only two classes offered at the University of South
Dakota: HSC 380 (Health Literacy and Cultural Care) and REL 250 (World Religions). A
search of the academic catalog for keywords of “prejudice”, “discrimination”, and
“diversity” revealed three other classes offered that may also address prejudice: PSYC
460 (Psychological Perspectives of Diversity), ANTH 220 (Physical Anthropology), and
PSYC 443 (Social Psychology of Prejudice). PSYC 443 deals directly with weight
discrimination, yet it is not a course requirement for any discipline. While other classes
may be offered, none address prejudice reduction or weight bias explicitly.
The lack of prejudice education opportunities and requirements is concerning.
Receiving that education is at the discretion of students, but it appears many are unaware
of these opportunities or are apathetic. Nevertheless, students that do undergo diversity,
tolerance, or prejudice reduction education may not be benefitting fully. As mentioned in
the results section of this study, there was a discrepancy in students’ recall of previous
diversity, tolerance, or prejudice reduction education. While students may not have
initially understood the question (S1:9) or did not believe their previous experience
qualified until completing the survey, their inconsistent recall suggests that current efforts
are ineffective. Current techniques may seem effective immediately after a session, but
the impact fades with time. Prejudice reduction education may lack engagement or
students may not understand the benefit of the education and disregard it. Therefore, it is
fitting to consider new ways to present prejudice reduction training in the effort to reduce
its prevalence through forms such as weightism.
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Aside from traditional lecture-style education, other efforts to reduce weight bias
in healthcare providers incorporate ideas from other disciplines. One idea is using
psychology to facilitate behavioral change. Behavioral change techniques have been used
successfully to target smoking, healthy eating, and physical activity (Chisholm et al.,
2016). The idea behind this approach is to emphasize the counselling aspect of obesity
management and equip providers with the skills necessary to facilitate discussion and
formulate goals (Chisholm et al., 2016). This method would be taught to providers
through a combination of lecture and role-playing activities. At the end of the training,
providers should feel more comfortable initiating the often-uncomfortable discussion of a
patient’s weight. This method shows promise because patients expect providers to discuss
their health but are unsure where to begin. It would also partially address the suggestion
by many survey respondents who called for counselling to be incorporated into the
treatment of overweight patients.
Another unique approach to weight bias reduction is combining healthcare and
humanities. Matharu et al. (2016) asked participants to perform a dramatic reading of a
play that dealt with obesity. Following the reading was a group discussion about the
themes of the play. This method was successful in reducing prejudice among participants
making it another promising way to reduce weight bias. This novel approach may feature
more prominently in participants’ memories and facilitate future empathy and selfawareness.
A trait the two previously described methods share is attempting to understand the
patient’s perspective and promoting empathy in the provider. The ability to relate to
patients on a personal basis is the foundation of a healthy patient-provider relationship
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and can boost adherence to treatment plans. Other bias reduction attempts that rely solely
on telling providers how to feel and act have not observed the same success (Alberga et
al., 2016). While there is no one method that appears successful in permanently reducing
weight bias, taking a multi-disciplinary approach is viewed as the most promising
(Alberga et al., 2016).
The results of the survey demonstrate that pre-health students lack strong negative
attitudes toward overweight people. Many participants recognized weightism as an issue
and indicated a belief in equal treatment regardless of weight. However, based on current
evaluations of healthcare providers, the lack of formal training on interacting with
patients from stigmatized groups is concerning. Any empathy they express for
overweight people now may be lost during the rigor of graduate level programs. Training
that teaches pre-health students to facilitate positive discussion and empathize with
patients may be beneficial to include in pre-health curriculum by ensuring these attitudes
are carried into the future.

42

CHAPTER TEN
Conclusion

The combination of high obesity rates and weightism in healthcare pose a unique
obstacle to treating overweight patients. Overweight people are commonly stigmatized
for being lazy about their health, yet biased attitudes on behalf of healthcare providers
may drive patients away from the very people who should be able to help. The
pervasiveness of weightism in today’s society contributes to the struggle for acceptance
that overweight people experience (L. Wang, 2008). They are the target of stigmatization
which can limit economic opportunity, cause psychological distress, and impair social
bonds.
Addressing a patient’s weight and creating a treatment plan begins with
understanding the causes of obesity and recognizing any personal biases. Although
proper diet and exercise make key contributions to physical health, weight is under the
influence of multiple factors with varying controllability. Epigenetic modification,
environmental toxins, and gut microbiome can all influence a person’s weight adding to
the complexity of treating obesity. Still, understanding the nuances of obesity are only
part of the challenge.
It is crucial that healthcare providers understand how to interact with stigmatized
patients to build strong relationships and create treatment plans. These foundational skills
are built during a provider’s education and begin with undergraduate studies. The survey
conducted for this thesis revealed that pre-health students do not possess strongly
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negative attitudes toward overweight people. However, they lack pertinent opportunities
to hone them for use as a future healthcare provider.
Taking a multidisciplinary approach to teaching future providers shows much
promise. Techniques that provoke critical thought such as role-playing and guided
discussion are successful at building empathy and reducing weight bias. However, more
research is needed to determine the long-term effects of bias-reduction training. Another
goal of future research is determining which approaches to bias reduction are effective
yet easily incorporated into current educational curriculum. By reducing weightism in
healthcare through education, it is hoped that healthcare providers can more effectively
treat obesity and counter the current epidemic.
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Appendix D
Student Survey
PRE-HEALTH STUDENT SURVEY
Introduction: This survey consists of a series of questions related to the topic of weight
discrimination both generally and in a health care setting. For this survey, the term
“overweight” collectively refers to both overweight individuals (BMI >25) and those
affected by obesity (BMI > 30). To maintain anonymity, please refrain from using names
or any other identifying information in the free response questions.
Pre-Health Student Demographic (S1)
1. What is your gender?
a. Male
b. Female
c. Other: Please Specify
2. What is your age?
a. 18-22 years old
b. 23-29 years old
c. 30-49 years old
d. 50-64 years old
e. 65 years and over
3. To which racial or ethnic group(s) do you most identify?
a. African-American (non-Hispanic)
b. Asian/Pacific Islanders
c. White (non-Hispanic)
d. Latino or Hispanic
e. Native American or Aleut
f. Other (Please Explain)
4. What is your weight to the nearest 5 pounds? (Please enter only numbers)
a. Entry
5. What is your height in inches? (Please enter only numbers)
a. Entry
6. How would you classify yourself?
a. Underweight
b. Normal weight
c. Slightly overweight
d. Overweight
e. Obese
7. How would you rate your health?
a. Poor
b. Fair
c. Good
d. Very Good
e. Excellent
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8. Are you currently trying to lose weight?
a. Yes
b. No
9. Have you participated in a course, workshop, or training related to diversity,
tolerance, or prejudice reduction?
a. Yes
i. Please provide the name of the course.
b. No
10. What is your current academic standing?
a. Freshman
b. Sophomore
c. Junior
d. Senior
e. 5+ years
11. What is your intended career path? (*Required)
a. Direct Patient Care Provider (e.g. physician, nurse, therapist)
b. Indirect Patient Care (e.g. healthcare administrator, public policy, lab
work)
c. Other (Please Explain)
Pre-Health Student Opinion Questions (S2)
For each of the following statements, please indicate to what extent you agree. (Strongly
Disagree- Strongly Agree)
1. In general:
a. Overweight people are unhealthy.
b. Overweight people are personally responsible for their weight.
c. Being overweight can limit a person’s ability to achieve their goals.
d. Normal-weight people are more socially accepted than overweight people
e. Overweight people have different personalities than normal-weight
people.
f. People have a negative perception of overweight people.
g. I have empathy toward overweight people.
2. In a social setting:
a. I feel comfortable telling a friend/ acquaintance that they are overweight.
b. My friends and peers have a negative perception of overweight people.
c. I feel comfortable being in the presence of an overweight person.
3. In a healthcare/ professional setting:
a. Healthcare providers have a negative perception of overweight people.
b. Overweight patients are treated with the same quality care as normalweight patients.
c. Overweight people should receive the same opportunities for healthcare as
normal-weight people.
d. Overweight people should be required to pay more for healthcare.
e. I feel comfortable being in the presence of an overweight person.
f. I feel comfortable telling a patient that they are overweight.
g. I feel comfortable providing care to an overweight patient.
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Weight Influences (S3)
1. Which factor(s) do you think contribute(s) to being overweight? (Select all that
apply)
a. Inactive Lifestyle (i.e. little exercise, sitting frequently, etc.)
b. Over-eating
c. Diet heavy on sugar, salt, and/or fat
d. Cannot afford healthy/ nutrient-rich food
e. Genetic Influences
f. Environmental Influences (i.e. toxins, pollutants, substance unknowingly
causes weight gain)
g. Psychological Pressures (i.e. stress, depression, anxiety, etc.)
h. Other (Please Explain)
2. Which factor do you think contributes most to being overweight? (Choose one)
a. Inactive Lifestyle (i.e. little exercise, sitting frequently, etc.)
b. Over-eating
c. Diet heavy on sugar, salt, and/or fat
d. Cannot afford healthy/ nutrient-rich food
e. Genetic Influences
f. Environmental Influences (i.e. toxins, pollutants, substance unknowingly
causes weight gain)
g. Psychological Pressures (i.e. stress, depression, anxiety, etc.)
h. Other (Please Explain)
3. Where do overweight people rank within the following personality trait
spectrums? (5-point scale)
a. Lazy to Outgoing
i. (Mostly Lazy - Mostly Outgoing)
b. Sad to Happy
i. (Mostly Sad – Mostly Happy)
c. Introverted to Extroverted
i. (Mostly Introverted – Mostly Extroverted)
d. Impulsive to Disciplined
i. (Mostly Impulsive – Mostly Disciplined)
e. Cold to Friendly
i. (Mostly Cold – Mostly Friendly)
4. Beyond nutrition and exercise, what should be included in the treatment of
overweight patients?
Free Response
a.
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Program Evaluation (S4)
1. At this point in your education, have you…
a. …covered the topic of weight bias?
i. Yes
1. How long did you spend on the topic?
ii. No
b. …had training related to diversity, tolerance, or prejudice reduction?
i. Yes
ii. No
c. …received training on how to address weight with a patient?
i. Yes
ii. No
2. At this point in your education, how has your training influenced your
comfortability with overweight patients?
a. Free Response
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